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World TB Day — March 24, 2001 


March 24, 2001, will mark the 19th annual World TB Day, which recognizes the 
collaborative efforts of all countries involved in eliminating tuberculosis (TB). TB is 
the second leading cause of death among infectious diseases worldwide. An esti 
mated 2 billion persons—one third of the world’s population—are infected with the 
bacteria that cause TB, and approximately 2 million persons die each year from TB. 

After years of decline in the United States, the number of reported TB cases 
increased 20% during 1985-1992. This resurgence was associated with deteriora 
tion of the infrastructure for TB services; the human immunodeficiency virus 
epidemic, which substantially increased the risk for active TB among persons with 
latent TB infection; immigration of persons from countries where TB was endemic; 
TB transmission in congregate settings (e.g., hospitals and prisons); and develop 
ment of multidrug-resistant TB. However, a renewed emphasis on TB control and 
prevention in the mid-to-late 1990s resulted in substantial declines in the disease. In 
2000, the provisional number of TB cases decreased for the eighth straight year to 
an all-time low of 16,372 cases, a 7% decrease over the 17,531 cases reported in 1999. 

In 2000, the Institute of Medicine (IOM) released a CDC-commissioned report on 
the feasibility of eliminating TB in the United States. The report supports a statement 
by the Advisory Council for the Elimination of Tuberculosis that commits to the goal 
of eliminating TB in the United States. The IOM report states that more aggressive 
and decisive action will be required for TB elimination. The report also recommends 
that the United States further engage in global TB prevention and control efforts. 
Some of CDC’s efforts in this area, specifically projects in the Russia Federation, are 
highlighted in this issue of MMWR. Additional information on World TB Day and 
CDC’s global TB activities are available on the World-Wide Web, http://www.cdc.gov. 











Tuberculosis Treatment Interruptions — 
Ivanovo Oblast, Russian Federation, 1999 


In the Russian Federation, the number of tuberculosis (TB) cases increased from 
45,000 (34 per 100,000 population) in 1991 to 124,000 (85 per 100,000 population) in 
1999 (7). In 1995, the World Health Organization (WHO) implemented a pilot TB control 
project in the lvanovo oblast of the Russian Federation (1995 population: 1.3 million), 
located 175 miles northeast of Moscow. The project is based on the following five 
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Evaluation of a Directly Observed Therapy Short-Course Strategy 
for Treating Tuberculosis — Orel Oblast, Russian Federation, 1999-2000 


During the 1990s, the number of tuberculosis (TB) cases increased dramatically in the 
Russian Federation (7-3), and the rise paralleled concomitant increases in TB-associ 
ited mortality (2,3). In November 1998, the World Health Organization (WHO), the U.S 
Agency for international Development, and CDC, in collaboretion with the Central Tuber 

ilosis Research Institute of the Russian Academy of Medical Sciences and the Russian 
Ministry of Health, identified three regions as demonstration sites for implementing a 
WHO control strategy program of directly observed treatment short-course (DOTS). The 
program was designed to provide comprehensive TB care to both civilian and prison 
populations within each region (oblast), and periodic cohort analyses of treatment out 

mes were recommended to evaluate its progress. This report summarizes evaluations 
of treatment outcomes for patients enrolled during the first 6 months of the project in 
Orel oblast and indicates that treatment success rates among TB patients in Orel were 
high. These findings support the use of DOTS as acontrol strategy in the Russian Federation 

Orel (1999 population: 900,000) is located approximately 200 miles southwest of 
Moscow. In 1999, the TB rate for Orel was 72 per 100,000 population, and 3.7% of newly 
diagnosed, smear-positive patients had primary multidrug-resistant TB (MDR TB) (i.e., 
TB resistant to at least isoniazid and rifampin). Case finding for TB followed existing 
national directives, which include the passive detection of symptomatic cases, active 
case finding among household contacts, and regular screening of groups considered to 
be at risk (e.g., prisoners, teachers, and health-care workers). In the Russian Federation, 
TB is generally diagnosed by chest radiograph and clinical findings; however, in the 
oblasts where the demonstration projects have been implemented, smear microscopy 
and mycobacterial culture are used by clinicians to diagnose TB. In Orel, clinicians use the 
standard WHO-recommended short course chemotherapy regimen (isoniazid, rifampin, 
ethambutol, and pyrazidamine for 2 months followed by isoniazid and rifampin for 
4 months) for patients not treated previously for TB 
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Treating TB Disease Continued 

Prospective data collection began in October 1999 on all Orel TB patients without a 
history of TB treatment. Sputum conversion and treatment outcomes for 
patients registered during October-December 1999 and January—March 2000 are pre 
sented in this report. Sputum conversion was defined as achieving three consecutive 
negative sputum smear and/or culture specimens from a previously positive patient. 
WHO/International Union Against Tuberculosis and Lung Disease definitions for six 
mutually exclusive treatment outcomes were used.* Prison patients and retreatment 
patients (i.e., patients who had previously been treated for TB) were enrolled beginning 
in January 2000 and were included in the analysis of second quarter outcomes 

A total of 349 patients were enrolled in the study: 128 during October-December 
1999 and 221 during January-March 2000; 331 (95%) had pulmonary TB, and 265 (76%) 
were men. Mean age at diagnosis was 40 years (range: 15-89 years). Enrollment was 
higher in the second quarter, in part because of the inclusion of prisoners (n=39) and 
retreatment case-patients (n=six). Of the 310 civilian patients, 182 (52%) had positive 
smears or cultures for Mycobacterium tuberculosis before treatment, and 128 (41%) 
had negative bacteriologic findings; 146 (47%) reported having symptoms at TB diagno 
sis, and 164 (53%) were asymptomatic and were identified through routine screening. 
Culture confirmation of TB diagnosis was significantly higher in symptomatic patients 
than in those diagnosed through a screening procedure (77% versus 56%; p<0.001). In 
prisoners, routine biannual screening is mandatory. Fifteen (39%) prison case-patients 
had positive smears, and 20 (51%) were bacteriologically confirmed. 

Of isolates from 179 culture-positive patients tested for susceptibility to five anti-TB 
drugs, 55 (31%) were resistant to streptomycin, 27 (15%) to isoniazid, 20 (11%) to kana 
mycin, five (3%) to rifampin, and five (3%) to ethambutol. Six (3%) patients had MDR TB, 
and all were civilians. MDR TB prevalence was 1% among patients with no history of 
previous TB treatment (five of 343) and 17% among retreatment cases (one of six) 

Treatment success (i.e., patients with bacteriologically documented cure and those 
who completed treatment) was attained for 88% of new and 60% of retreatment TB 
patients. Among new, culture-positive pulmonary case-patients, 88% were either cured 
or completed treatment; this proportion declined to 81% for patients identified as smear 
positive at diagnosis. Cure and completion rates among prisoners were high (97%), with 
no prison patients defaulting. Overall, case-fatality rates were high in Orel (5%), particu 
larly among smear-positive patients (12%) 

Reported by: B Kazeonny, T Khorosheva, T Aptekar, Orel Oblast TB Dispensary, Orel; L Rybka 
Central TB Research institute of the Russian Academy of Medical Sciences; H Kluge 
W Jakubowiak, D Pashkevich, World Health Organization, Moscow, Russia. International 


Activity, Div of TB Elimination, National Center for HIV. STD, and TB Prevention; and an EIS 
Officer, CDC 


*WHO treatment outcomes include bacteriologic cure: patients with a positive smear or 


culture before treatment and negative bacteriologic results at the end of therapy; treatment 

mpletion: patients who complete treatment without bacteriologic proof of cure or failure 
treatment failure: patients who fail to achieve bacteriologic conversion within 5 months 
after the start of treatment, who become smear- or culture-positive again during treatment 
after a previous conversion, or who are identified with multidrug-resistant TB (i.e., resistant 
to isoniazid and rifampin with pretreatment positive culture); death: patients who die of any 
cause during the course of treatment; default: patients who interrupt treatment for 
>2 months after completing at least one month of therapy or patients whose drug intake is 
<80% of the prescribed doses at any given month during treatment; transferred out: patients 
who are transferred to another reporting unit before completion of therapy (4) 
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Editorial Note: The findings in this report indicate that treatment success rates among 
TB patients in Orel were high. Although rates for smear-positive patients during the first 
6 months of the project were slightly lower than the WHO global target of 85%, these 


findings are consistent with expected success rates for a newly implemented DOTS 
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with those with bacteriologic confirmation may reflect either early diagnosis of disease 
yr incorrect diagnosis. The higher proportion of cases among prisoners identified through 
isymptomatic radiographic screening in Orel and the lack of defaulters in this group 
may account for their better outcomes compared with civilians 

The treatment success rates reported here were higher than those reported in the 
ther project areas of the Russian Federation that implemented the DOTS strategy 


} 


5-7 ). Reasons for the higher treatment success rates in Orel may include earlier clinical 
presentation of patients and efforts by local staff to ensure that patients remained on 
treatment. Another factor may be the lower rates of MDR TB; studies in other areas of 
the Russian Federation have documented rates of 5%-22% in new TB patients (5-7). The 
higher proportion of deaths among Ore! TB patients may indicate delays in treatment of 
TB disease, raising concern about sustained community transmission from unidentified 
nfectious cases, the potential lack of education about TB symptoms in the general popu 
ation, and the possibility of delayed recognition by physicians 

The public health system in the Russian Federation is struggling to control the newly 
re-emergent TB epidemic. Although the DOTS strategy is an inexpensive and effective 
method of TB control in other high-burden countries (7), the adoption of DOTS in the 
Russian Federation has begun only recently. Because aspects of the strategy depart 
from long-standing Russian TB control traditions, convincing TB physicians to adopt DOTS 
has been difficult. The findings in this report suggest that the successful implementation 
of DOTS in the Russian Federation is possible despite these historic differences in TB 
control, and that treatment success rates above the WHO global target of 85% can be 
achieved 
1. Shilova MV. Tuberculosis in Russia in 1999. Moscow, Russia: Ministry of Health of Russia 
Sechenov Moscow Medical Academy, Scientific-Research Institute of Phthysiopulmonology, 2000 
Shilova MV. Tuberculosis in Russia in 1998. Moscow, Russia: Ministry of Health of Russia 
Sechenov Moscow Medical Academy, Scientific-Research Institute of Phthysiopulmonology, 1999 
Perelman Mi. Tuberculosis in Russia. Int J Tuberc Lung Dis 2000;4:1097-103 
World Health Organization. Treatment of tuberculosis: guidelines for national programmes 
Geneva, Switzerland: WHO Global! Tuberculosis Program, 1997 
Kimmerling ME, Kiuge H, Vezhina N, et al. Inadequacy of the current WHO re-treatment in a 
central Siberian prison: treatment failure and MDR TB. Int J Tuberc Lung Dis 1999;3:451-3 
Espinal MA, Sang JK, Suarez PG, et al. Standard short-course chemotherapy for drug 
resistant tuberculosis: treatment outcomes in 6 countries. JAMA 2000;283:2537-45 
CDC. Primary multidrug-resistant tuberculosis—lvanovo Oblast, Russia, 1999. MMWR 
1999;48:661-3 
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influenza Activity — United States, 2000-01 Season 


This report summarizes influenza activity in the United States during October 1, 2000 
March 10, 2001 (7)*. Influenza activity increased in December and January and peaked 
at the end of January. The most frequently isolated viruses were influenza A (H1N1); 
however, influenza B viruses have been co-circulating and appear to be increasing. 

During October 1, 2000—March 10, 2001, the World Health Organization (WHO) col 
laborating laboratories and National Respiratory and Enteric Virus Surveillance System 
(NREVSS) laboratories tested 64,840 specimens for influenza, and 8386 (13%) were 
positive. Of these, 4885 (58%) were influenza type A and 3501 (42%) were influenza type 
B. Of the 4885 influenza A viruses identified, 1826 (37%) were subtyped: 1746 (96%) 
were A (H1N1) and 80 (4%) were A (H3N2). The percentage of specimens positive for 
influenza infections, an indicator of influenza activity, peaked at 24% during the week 
ending January 27, 2001. For the week ending March 10, 6% of tested specimens were 
positive for influenza (Figure 1) 


*The four components of the influenza surveillance system have been described (7). Data 
reported as of March 15, 2001 


FIGURE 1. Number* and percentage of respiratory specimens testing positive for 
influenza reported by World Health Organization and National Respiratory and Enteric 
Virus Surveillance System collaborating laboratories, by week and year — 
United States, 2000-01 season 
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weeks ending February 24, March 3, and 10, 70% of isolates nationwide were influenza 
B, and during those weeks influenza B viruses predominated (range: 61%-93%) in eight 
of nine surveillance regions 

Influenza activity as reported by WHO/NREVSS laboratories and U.S. sentinel physi 
cians peaked during the week ending January 27, when 24% of specimens tested were 
positive for influenza and 4.1% of visits to U.S. sentinel physicians were the result of ILI 
During the previous three seasons, the peak percentage of specimens testing positive 
for influenza ranged from 28% to 32% and the timing of the peak varied from as early as 
mid-to-late December during the 1999-2000 season to as late as the middle of February 
juring the 1998-99 season. The peak percentage of patient visits to sentinel physicians 
for ILI ranged from 4.9% in late December of the 1997-98 season to 5.6% during early 
February of the 1999-2000 season 

As reported by state and territorial epidemiologists, influenza activity peaked during 


th 


e weeks ending February 3 and 10, when 38 states reported regional or widespread 
a activity. This peak was lower than those reported during the 1997-98, 1998-99, 
and 1999-2000 seasons, when 46, 43, and 44 states reported regional or widespread 


fi nr 
influenz 


nfluenza activity, respectively. Similar to the laboratory and sentinel physician data, the 
peak number of states reporting regional or widespread activity during the 1999-2000 
season occurred earlier (mid-January) than this season and either of the previous two 
seasons 

As reported by the 122 Cities Mortality Reporting System, the percentage of total 


hs that resulted from P&!l remained below the epidemic threshold each week since 


deat 
yber 1. During the previous three seasons, the percentage of deaths attributed to P&l 

was above epidemic threshold for 10 consecutive weeks each season 

Influenza A (H1N1) viruses, the predominant strain this year, last circulated widely in 

> United States during the 1995-96 and 1988-89 seasons. Influenza A (H1N1) viruses 

culated during 1918-1957, then disappeared for 20 years. The influenza A (H1N1) 
virus that reappeared in 1977 was antigenically and genetically similar to strains isolated 
n 1950 and 1951. Since their reappearance in 1977, influenza A (H1N1) viruses have had 
ess impact on persons born during or before the mid-1950s than on those born after that 
time probably because immunity developed during the 1940s and 1950s (3) 

CDC collects and reports U.S. influenza surveillance data during October—May. This 
nformation is updated weekly and is available through CDC’s voice information system, 
telephone (888) 232-3228, the fax information system, telephone (888) 232-3299 
(request document number 361100), or on the World-Wide Web, http://www.cdc.gov 
ncidod/diseases/flu/weekly.htm 
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Notice to Readers 


World Water Day — March 22, 2001 


In 1992, the United Nations Conference on Environment and Development desig 
nated March 22 of each year World Water Day This years theme Water and Health 
will be organized by the World Health Organization (WHO). The objectives of World 
Water Day are to focus attention on the problems related to the drinking water supply 
the importance of conservation, preservation, and protection of water resources; and to 
ncrease participation by governments, international agencies, nongovernment organi 
rations, and the private sector in World Water Day activities (7) 

Approx mately 1.1 billion persons do not have access to potable water, and 2.4 billion 
persons do not have acceptable sanitation. Diarrhea causes 4 billion episodes of illness 
ind 2.2 million deaths every year; the greatest burden of illness occurs among children 
aged <5 years. Safe water, adequate sanitation, and hygiene education can reduce diar 
rheal disease mortality by an estimated average of 65% and related morbidity by 26% (2 

In response to the need for safe drinking water, CDC, in collaboration with the CARE 
CDC Health Initiative, the Rotary Club of Estes Park, Colorado, the Gangarosa Interna 
tional Health Foundation, the CDC Foundation, and CARE has produced Safe Water 
Systems for the Developing World: A Handbook for Implementing Household-Based 
Water Treatment and Safe Storage Projects. This handbook was developed as a 
resource for program managers, technical staff, and other personnel in organizations 
nvolved in water and sanitation projects. The Safe Water System is a water quality 
intervention that uses simple, inexpensive technologies to improve water quality at the 
point of use 

Additional information about World Water Day is available from WHO and the Inter 
national Water and Sanitation Centre’s World-Wide Web site, http 
www.worldwaterday.org*. Information about the Safe Water System is available from 
the Foodborne and Diarrheal Diseases Branch, National Center for Infectious Diseases 
CDC, e-mail: safewater@cdc.gov, telephone (404) 639-2206, and on the Worid-Wide 
Web, http://www.cdc.gov/safewater 


Water and Sar ion Centre vorl ater [ yer *s. Available at 
www.worldwaterday.org Access 

Health Organization and United Nations vildren’s Func ybal water supply and 

assessment 2000 report. Geneva zerland and New York, New York: World 


Health Organization and United Nations Children’s Fund, 2000 


*References to sites of non-CDC organizations on the World-Wide Web are provided as a 
service to MMWA readers and do not constitute or imply endorsement of these organizations 
or their programs by CDC or the U.S. Department of Health and Human Services. CDC is not 
responsible for the content of pages found at these sites 
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FIGURE |. Selected notifiable disease reports, United States, comparison of 
provisional 4-week totals ending March 17, 2001, with historical data 
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TABLE |. Summary of provisional cases of selected notifiable diseases, 
United States, cumulative, week ending March 17, 2001 (11th Week) 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending March 17, 2001, and March 18, 2000 (11th Week) 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending March 17, 2001, and March 18, 2000 (11th Week) 
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TABLE Il. (Cont’d) Provisional cases of selected notifiable diseases, United States, 
weeks ending March 17, 2001, and March 18, 2000 (11th Week) 
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TABLE Ill. Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending March 17, 2001, 
and March 18, 2000 (11th Week) 
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TABLE Ill. (Cont'd) Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending March 17, 2001, 
and March 18, 2000 (11th Week) 
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TABLE IV. Deaths in 122 U.S. cities,* week ending 
March 17, 2001 (11th Week) 
All Causes, By Age (Y 
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The Morbidity and Mortality Weekly Report (MMWR) Series is prepared by the Centers for Disease Control and 
Prevention (CDC) and is available free of charge in electronic format and on a paid subscription basis for paper 
copy. To receive an electronic copy on Friday of each week, send an e-mail message to listserv@listserv.cdc.gov 
The body content should read SUBscribe mmwr-toc. Electronic copy also is available from CDC’s World-Wide Web 
server at http://www.cdc.gov/mmwr or from CDC’s file transfer protocol server at ftp://ftp.cdc.gov/pub/Publi 
cations/mmwr. To subscribe for paper copy, contact Superintendent of Documents, U.S. Government Printing 
Office, Washington, DC 20402; telephone (202) 512-1800 

Data in the weekly MMWR are provisional, based on weekly reports to CDC by state health departments. The 
reporting week concludes at close of business on Friday; compiled data on a national basis are officially released 
to the public on the following Friday. Address inquiries about the MMWR Series, including material to be 
considered for publication, to: Editor, MMWR Series, Mailstop C-08, CDC, 1600 Clifton Rd., N.E., Atlanta, GA 
30333; telephone (888) 232-3228 

All material in the MMWR Series is in the public domain and may be used and reprinted without permission 
citation as to source, however, is appreciated 
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